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Abstract
Between 2003 and 2011, the Pathways to Work (PtW) initiative was established across Great
Britain, as policymakers sought to address the ‘health-related, personal and external barriers’ faced
by people who were out of work and claiming incapacity benefits (IBs). In the first 18 districts that
PtW was rolled-out, the Public Employment Service (Jobcentre Plus) and National Health Service
(NHS) organizations worked in partnership to deliver ‘condition management programmes’, which
helped IB claimants to cope with health problems. Evaluation research has identified significant
health benefits associated with these condition management programmes, but there has been less
discussion of the role of frontline NHS professionals in ensuring that services worked effectively on
the ground. This article deploys the concept of ‘boundary spanning’ to explore the role of NHS
professionals within PtW. Drawing on more than 50 in-depth interviews, the article concludes that
these NHS staff played a key boundary spanning role in facilitating partnerships, based on an
ability to engage with the values/practices of other partner organizations (especially Jobcentre Plus)
and a willingness to challenge established professional boundaries and ways of working. The article
notes that recent policy initiatives have abandoned the PtW partnership approach in favour of more
familiar models of contracting out, and that NHS professionals have been excluded from the delivery
of health/employability services. It is argued that these recent changes may negatively affect the
quality and range of health-related services available to people on IBs.
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Introduction
In recent years, policymakers in Great Britain, as in many other developed
economies, have grappled with the problem of large numbers of people of
working age claiming disability or ‘incapacity’ benefits.1 Successive govern-
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ments have only belatedly engaged with the idea that a combination of health
and active labour market policies will be required to help those claiming these
benefits to progress in terms of both well-being and employability (Lindsay
and Houston 2011). However, from 2003 to 2011, the government’s Pathways
to Work (PtW) initiative sought to offer services ‘to target a number of
health-related, personal and external barriers to returning to work’ (DWP
2006: 28). In some areas of the country this was to be achieved partly through
an innovative partnership arrangement between Jobcentre Plus (the main
government agency assisting people on benefits to move towards work) and
National Health Service (NHS) organizations.
Evaluation evidence suggests that such ‘condition management pro-
grammes’ delivered important health benefits for many participants (Kellett
et al. 2011, and see discussion below). Yet relatively little research has been
carried out on the nature of the partnership-working at the centre of these
services. Drawing on more than 50 in-depth interviews with NHS staff, this
article seeks to add value by providing new insights into the role and practice
of health professionals working within Jobcentre Plus-NHS partnerships
under PtW. Specifically, the article deploys the concept of ‘boundary span-
ning’ to explore how NHS staff re-engineered established professional roles,
developed innovative practice and facilitated partnership-working with Job-
centre Plus (a public agency with a very different ethos and mission from their
own). We want to demonstrate that the boundary spanning skill-sets and
practices of NHS professionals were important to a programme of activity
that sought to bring together distinctive health and employability policy
agendas. In line with the emerging literature on boundary spanning, the
article also explores how specific motivators and beliefs around professional
identity shaped NHS professionals’ attitudes and approaches to partnership-
working and inter-agency service delivery.
Following this introduction, the second part of the article sets the context
for our research: the emergence of the PtW initiative and its model of
partnership-working between Jobcentre Plus and the NHS; and the literature
on effective partnerships and the role of boundary spanners. The third part
describes the methodology, and the fourth part reports findings from our
interviews with NHS professionals. Finally, we summarize conclusions and
identify implications for future partnership-working around the nexus of
health-employability policies.
Background: Health, Employability and Pathways to Work
At the time of the introduction of the PtW initiative, there were more than
2.5 million people in Great Britain who were out of work and claiming some
form of incapacity benefits (IBs) – either the main contribution-based Inca-
pacity Benefit or its means-tested equivalent, Income Support. The numbers
of people of working age on IBs far exceeded those on the main claimant
unemployment benefit, Jobseeker’s Allowance (Beatty et al. 2010). For much of
the 1980s and 1990s, successive governments largely ignored those claiming
these ‘inactive’ benefits, but as claimant unemployment reached historic lows
Social Policy & Administration, Vol. , No. ,  2011
© 2011 Blackwell Publishing Ltd.
2
in the early 2000s, the focus of active labour market and employability policies
switched to the IB client group.
The PtW initiative was piloted in seven delivery districts from 2003, before
being rolled out across Great Britain by the end of 2008. All new claimants
of IBs (and in some areas those who started claiming during the two years
preceding the introduction of the programme) were initially eligible. The
PtW initiative was ‘wound up’ in March/April 2011, but activating claimants
of IBs remains a key priority for government and will provide a central focus
for the national Work Programme that has replaced pre-existing employ-
ability initiatives, including those targeting people with health problems
(DWP 2010).
The range of provisions established under PtW arguably reflected a
growing acknowledgement within the then government that the rise in
numbers claiming IB was explained by a complex combination of problems
around individuals’ employability and health-related barriers to work. Cer-
tainly, recent research with the IB client group has dispelled the myth that
people claiming these benefits are seeking to ‘cheat’ the system – rather, many
have complex, multiple health problems and report various other barriers
related to skills gaps, a lack of work experience and caring responsibilities
(Kemp and Davidson 2010). The very real health problems faced by IB
claimants have been verified by NHS professionals working under PtW.
Indeed, among those failing to complete PtW condition management pro-
grammes, the ‘deterioration of chronic, unchanging conditions’ was a key
problem (Corden and Nice 2006: 58).
Ministers argued that PtW offered a ‘holistic approach’ to providing inten-
sive support for people on IBs (HM Treasury 2005), promising that ‘new
programmes, delivered in partnership with the NHS’ would be a key element
of the initiative (DWP 2006: 28). The content of the overall PtW initiative
included:
 five compulsory work-focused interviews with advisers working for Job-
centre Plus or contracted providers;
 a one year Return to Work Credit paid at £40 per week tax free for
full-time workers earning less than £15,000;
 voluntary ‘Choices’ support options (such as work preparation pro-
grammes that provided basic employability skills);
 as part of ‘Choices’, the Condition Management Programme (CMP) – a
6–13 week intervention designed to enable clients to cope with mild/
moderate health conditions.
CMP services delivered a range of provision involving: pain management;
exercise planning; stress management; pacing; relaxation; and managing
anxiety (Pittam et al. 2010). At the core of the CMP was a commitment to the
principles of Cognitive Behavioural Therapy (CBT) techniques as a means of
challenging negative attitudes and helping clients to learn to manage and cope
with health conditions.
However, while the innovative content of the CMP is of interest, crucial to
the focus of this article is the partnership-based model of governance used to
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manage the programme, at least in some areas of the country. In the first 18
districts where PtW was established, the overall initiative was led, funded and
managed by the Department for Work and Pensions (DWP) and its executive
agency, Jobcentre Plus (whose staff provided basic employability advice and
referred clients to the CMP and other PtW services). In all of these districts,
the CMP element of PtW was developed by NHS organizations, with NHS
clinical professionals taking a lead role in implementing the programme. In
these districts, relatively flexible memoranda of understanding governed the
relationship between DWP as funder and NHS organizations as delivery
partners. The Jobcentre Plus-NHS CMP model has been highlighted as an
example of innovative practice in promoting partnership-based approaches to
delivering health/employability services (Pittam et al. 2010). It appeared to
provide an alternative to the rigid contractual models usually favoured by the
DWP, which reflect dominant New Public Management (NPM) principles of
contracting-out to mainly commercial providers on the basis of tightly speci-
fied performance indicators.
The innovative nature of the content and governance of the CMP was also
reflected in the roles adopted by NHS professionals charged with its delivery.
NHS organizations developed small teams of condition management workers,
specifically seeking to bring together professionals from a range of disciplines,
including various branches of nursing, occupational therapy and physio-
therapy. In the vast majority of cases, these professionals adopted the generic
role of ‘condition management programme practitioner’. Their responsibili-
ties included the delivery of the CMP to PtW participants, but also collabo-
rative working with Jobcentre Plus and other agencies involved in providing
complementary services to the same individuals. They established networks
with other NHS providers – while CMP practitioners were not able to for-
mally refer clients to other health services, they regularly signposted potential
treatment options. Working beyond the boundaries of normal NHS provision,
practitioners also established networks with, and facilitated client access to, a
range of non-health related services (such as debt and benefits advice, social
work and housing support services).
Despite the apparent benefits of partnership-working with the NHS in the
first 18 districts, the then government made clear that the continuing roll out
of PtW would depend on more familiar models of contracting-out. In the
remaining 31 districts in which PtW was launched, private and third sector
Lead Providers were contracted by the DWP to lead the overall management
and delivery of the initiative (Lindsay and Dutton 2010). In all but one district,
Lead Provider contractors excluded the NHS from the implementation of
CMPs, preferring to develop in-house services delivered by staff paid at lower
rates than their NHS counterparts (Nice and Davidson 2010).
Lead Providers were contracted on the basis of challenging job outcome
targets, which they struggled to meet, resulting in unilateral contract conces-
sions (i.e. a ‘bailout’) from the funder, the DWP. As the PtW initiative neared
its end in 2011, a National Audit Office evaluation noted that ‘Provider-led
Pathways have not yet demonstrated better performance than Jobcentre
Plus’ (NAO 2010: 9). Meanwhile, familiar problems were reported regarding
‘creaming and parking’ (prioritizing those clients easiest to help while
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neglecting more challenging cases); and a lack of consistency in both the
quality of contractors’ services and oversight systems.
As for the PtW CMP, the most striking feature was that it was relatively
under-used, even in districts where Jobcentre Plus-NHS partnerships oper-
ated. Despite initially being described by the DWP as central to the PtW
model (DWP 2006), less than one in 20 clients were referred to CMP services.
This is not to say that the CMP was marginal within the Choices support
options of PtW – it accounted for more than one-quarter of Choices partici-
pants in Jobcentre Plus-NHS districts, engaging with more than 50,000 clients
(DWP 2011). But the majority of PtW participants either chose not to partici-
pate in any Choices options (or were not signposted to such provision by
advisers), or progressed into work and/or left benefits following compulsory
work-focused interviews.
However, there is clear evidence regarding the clinical benefits for those
who did participate in the CMP. A Department of Health-supported evalu-
ation of CMPs run by the NHS confirmed that participation was ‘associated
with a significant reduction in anxiety and depression’ (Ford and Plowright
2008: 11). Kellett et al. (2011) similarly found significant improvements in
self-efficacy, motivation and psychological well-being, and reduced levels of
distress and perceived disability. Joyce et al.’s (2010) in-depth work with par-
ticipants identified improved health behaviours (specifically, better diet and
increased exercise), and broader evaluations of PtW reported positive user
views about interactions with NHS services and professionals (Warrender et al.
2009).
Health, Employability and the Role of the Boundary Spanner
Policymakers and public service managers are increasingly faced with
complex social problems that require the skills and resources of a range of
different organizations, sectors and professional groups. In Great Britain, this
reality has been reflected in the establishment of numerous multi-agency,
inter-professional partnerships under successive governments since the late
1990s (Asthana et al. 2002; Powell and Dowling 2006). Joining-up different
elements of health provision through inter-disciplinary partnerships has been
one key focus for policy, although a recent review has suggested that evidence
of direct links between partnership-working and health outcomes remains
inconsistent (Smith et al. 2009). Nevertheless, given the complex nature of the
health and employability problems faced by long-term claimants of IBs
(Kemp and Davidson 2010), there is general acceptance of the need for
multi-agency approaches, and holistic, multi-dimensional services, if members
of this group are to be helped to progress towards wellbeing and employment
(Pittam et al. 2010).
A number of studies have sought to identify best practice in effective
partnership-working across different public sector agencies and professional
specialisms (for discussion, see Lindsay et al. 2008). However, much of this
research focuses mainly on institutions and forms of governance, and less on
the roles and practice of professionals who are required to make partnerships
work ‘on the ground’. The literature on boundary spanning provides one way
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of engaging with this subject. For researchers interested in professionals as
boundary spanners, it is important to acknowledge the impact of individuals in
driving inter-agency partnership-working – we must not ‘neglect the pivotal
role of individual actors in the collaborative process’ (Williams 2002: 106). To
some extent, the call for boundary spanning approaches can also be seen as
a response to the perceived boundary maintenance that has sometimes been
identified as a barrier to effective partnership-working in the public sector.
Constructing boundaries around areas of professional expertise has been seen
as a common theme in the practice and value systems of health professionals,
but these behaviours can become problematic if they prevent necessary col-
laboration across disciplines and organizations (Mallinson et al. 2006). Bound-
ary spanning roles and practices can be viewed as one way of challenging
unhelpful boundary maintenance within professional or organizational
groupings.
The boundary spanner has been defined as delivering a range of functions,
including: providing local coordination as an ‘anchor point’ between collabo-
rating agencies; linking stakeholder groups within and beyond the boundary
spanner’s own organization; managing tensions and conflicts between part-
ners; building trust and shared values; demonstrating leadership in pursuing
the partnership’s goals; promoting innovation in policy solutions that reflect
inter-disciplinary approaches; and (crucially) networking to share information
and practice (Williams 2010; Harting et al. 2011). The work-tasks of the bound-
ary spanner ‘break the rigid pattern in which staff work solely for one agency
and thus represent only the interests of that agency. Boundaries are often
softened and the sense of a larger system is enhanced . . . [to] foster consensus
and compromise among participating organisations’ (Hoge and Howenstine
1997: 182).
Effective boundary spanning requires a range of skills. Boundary spanners
often report substantial experience of cross-sectoral working, and tend to
emphasize the importance of interpersonal skills of negotiation, an ability to
understand and respond to the motivations and interests of other partners,
and the capacity to engage and communicate effectively with a wide range of
professionals and stakeholders. An ability to understand other stakeholders’
perspectives is a crucial skill that boundary spanning professionals must have
– ‘effective networking enables a boundary spanner to understand the social
constructions of other actors and how they define the issue in relation to their
own values and interests’ (Williams 2002: 110).
Boundary spanners are also often defined by a willingness to challenge and
diversify from their own practice – they are ‘creative lateral thinkers’ (Harting
et al. 2011) who demonstrate a readiness to ‘unlearn’ established professional
practice and organizational norms (Williams 2002). Accordingly, although
much of the literature on boundary spanning focuses on management issues
and the role of ‘partnership managers’, these skills are also required by
professionals delivering inter-professional, multi-dimensional services ‘on the
ground’ (Rugkåsa et al. 2007).
Finally, while boundary spanning professionals can play a key role in
connecting practice across different organizations/professions, they may also
add value by ensuring that programmes communicate with the needs and
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concerns of the (sometimes disadvantaged) service users and communities that
they are targeting (Rugkåsa et al. 2007). This alternative form of boundary
spanning has been noted in the literature on the role of health professionals in
social capital-building within remote, vulnerable and disadvantaged commu-
nities. Farmer et al. (2003) report on the practice of health professionals in
rural communities as involving the informal representation of service users’
needs to other professional groups and public organizations. These profes-
sionals emerged as ‘mediators for their communities with external bureau-
crats . . . these boundary spanners were seen to be legitimized by the
community to make vertical linkages while also enjoying horizontal linkages
through wide social contact with local people’ (Farmer et al. 2003: 677).
The discussion of boundary spanning above would appear to have potential
value in exploring the role and practice of NHS professionals involved in
CMP services. These professionals rejected the boundaries of their established
professional identities (which reflected their clinical specialisms), instead
adopting their own generic practitioner role. They were required to develop
strong collaborative relationships with Jobcentre Plus staff and managers. And
they engaged with disadvantaged communities and individuals (many of
whom had been both unwell and jobless for some time and faced financial and
other problems). Our research with NHS professionals considered the extent
to which their work reflected both the role and required skills of the boundary
spanner. We also explored issues of professional identity and motivation,
seeking to gain a better understanding of how CMP practitioners constructed
their new roles, and the factors that attracted them to pursue such a distinctive
career choice.
Methodology
Semi-structured, qualitative interviews were deployed in order to explore the
experience and practice of NHS professionals involved in PtW CMPs. Most
interviews were conducted in 2008, at a time when CMP partnerships in all
areas were well-established. A semi-structured, qualitative approach was
selected in order to ensure consistency in how issues were explored with
interviewees, while also allowing researchers to probe and pursue emerging
themes. Interviews were conducted with 52 CMP practitioners involved in the
delivery of PtW condition management services across five Jobcentre Plus
districts in England (ten interviews), Scotland (33 interviews) and Wales (nine
interviews). Participants were selected on the basis of a purposive sampling
model. Accordingly, although our sample framework was not statistically
representative, in each of the study districts we interviewed a substantial group
(and sometimes the majority) within CMP teams, purposively targeting par-
ticipants to ensure participation from practitioners with different professional
backgrounds and levels of experience. Further interviews were conducted
with senior managers with responsibility for CMP delivery in three districts in
Scotland. The average duration of interviews was approximately 50 minutes.
All interviews were undertaken by the authors and took place in a private area
within CMP practitioners’ workplaces or in quiet, private spaces outside work.
Interview data were analyzed using QSR NVivo.
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The initial focus of the study was the practice of NHS professionals under
PtW in Scotland, reflecting an effort to build on previous work undertaken by
members of the research team (Lindsay et al. 2008). However, additional
fieldwork was undertaken in England and Wales in order to explore how
different organizational contexts shaped NHS professionals’ experiences. In
some parts of England, one Primary Care Trust took the lead on behalf of a
number of Trust areas contained within a given Jobcentre Plus District; Trusts
similarly led CMPs in Wales (in partnership with Local Health Boards); while
in Scotland, NHS Boards appointed Project Managers, with CMP teams
often, but not always, located within the organizational structures of Com-
munity Health Partnerships (Lindsay and Dutton 2010). In the event, there
appeared to be relatively few differences in CMP practitioners’ experiences
that could be traced directly to national/organizational contexts. Managers
and staff in England sometimes referred to Primary Care Trusts as providing
the overall organizational context for their work, in line with previous studies
suggesting that CMP practitioners saw clear overlap between PtW and ‘the
overall priorities and agendas which shaped the work of the Primary Care
Trust’ (Barnes and Hudson 2006: 44). However, whether located within
Trusts or Community Health Partnerships in Scotland, CMP teams consis-
tently pointed to a high level of autonomy from NHS management structures
(while maintaining close professional relationships with clinical teams within
other organizations).
Given the manner in which Jobcentre Plus districts cover a range of urban
and rural areas, interviewees were asked about the general geographical
context for their work and partnership relationships, and are thus identified
below in relation to their practice in an ‘urban area’, ‘rural area’, etc. The role
of practitioners (13 of whom were Team Leaders, acting as first line managers
for CMP teams) is also identified where interviewees are quoted, along with
their area of clinical expertise.
Findings
Linking with stakeholders, understanding partner organizations
Our interviews with CMP practitioners provided strong evidence that they
defined their own role in terms of traversing organizational and professional
boundaries, and that their day-to-day work reflected the practice and skills of
the boundary spanner. First, many discussed their role in terms of linking with
different stakeholder groups within a complex, multi-agency and inter-
professional policy agenda. Practitioners described a particularly close
working relationship with Jobcentre Plus, whose advisers referred clients to
CMP services. There was an awareness of the different culture and objectives
of Jobcentre Plus, where the aim was to insert clients into work as quickly as
possible, and where quantitative performance indicators and targets provided
a focus for advisers’ work. CMP practitioners were clear to distinguish Job-
centre Plus’s work culture from that of the CMP, which sought to improve
well-being and coping, with facilitating entry into employment a priority only
where appropriate. (It is important to recall that CMP managers’ only targets
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referred to the number of clients to be engaged – funding was not linked to
completion or job entry targets.)
Yet despite these important cultural differences, CMP practitioners dem-
onstrated an ability and willingness to engage with professionals in Jobcentre
Plus and other employability-focused agencies (such as the contracted provid-
ers delivering complementary Choices training services for IB claimants).
Initial problems with inappropriate referrals and a lack of detailed knowledge
about the CMP among Jobcentre Plus advisers were addressed through infor-
mation and practice-sharing activities that improved advisers’ confidence and
raised awareness of the aims and content of condition management services.
Regular meetings between CMP and Jobcentre Plus staff, and constant
communication between managers at the two organizations, strengthened
practical information-sharing and generated a sense of collaboration. The
co-location of NHS and Jobcentre Plus staff, with the former based within
Jobcentre offices, was seen as offering opportunities for mutual learning; and
it was striking that CMP practitioners were committed to developing, and
demonstrating, a close (and public) form of partnership-working:
We’re a partnership and we are a component of their ‘Choices’ package . . . I always
emphasise that this is very much a partnership and we’re a part of this programme
that’s being offered, being funded by the Department of Work and Pensions . . . so I
personally don’t think it’s a bad thing that we’re based in the Jobcentre. We had scope
to see people out of the Jobcentre, but I think we should be showing them that this is
a joined up approach. (CMP practitioner, general nursing background, rural
area, Scotland)
While our own research did not capture corroborative evidence from other
stakeholders, it is important to note that previous evaluations have reported
that Jobcentre Plus staff generally valued CMP professionals’ work ‘in relation
to confidentiality and the credibility of the advice customers received about
their health’ (Pittam et al. 2010: 702). In most cases, Jobcentre Plus advisers
have described their engagement with CMP colleagues as ‘overwhelmingly
positive’ (Dickens et al. 2004: 43) and characterized by ‘mutually supportive
relationships’ (Nice 2009: 16). A DWP-commissioned evaluation pointed to
the clear consensus among Jobcentre Plus advisers that ‘the CMP was meeting
a need that other services did not meet’, filling ‘one of the major service gaps
for IB customers’ (Dickens et al. 2004: 60).
CMP practitioners’ ability to engage with external partner agencies like
Jobcentre Plus was rooted in a willingness to identify and pursue linkages
between different policy agendas, and to acknowledge that their own expertise
could be complemented by that of other groups or organizations. A positive
attitude to partnership-working therefore followed from a boundary spanning
aptitude for linking streams of problems and policy alternatives (Williams
2002). Indeed, CMP practitioners and managers demonstrated a strong aware-
ness of the need to ‘join up’ the health and employability policy agendas:
Where we are now in terms of employability and links with health, feels very much
like . . . just wakening up to the fact that we had a very unusual, strange, very, very
potent health issue that we had to deal with. So I think the links between employability
Social Policy & Administration, Vol. , No. ,  2011
© 2011 Blackwell Publishing Ltd.
9
and health have been known for a long time, but I think now they’re beginning to be
more mainstreamed . . . Lots of factors involved me taking on this job, but the main
interest professionally was, I guess, recognising that the employability issue was going
to be a very big issue in the next few years in terms of health, and that the NHS could
bring something to the party that’s quite unique. (CMP manager, public health
management background, rural area, Scotland)
As noted above, CMP practitioners were generally aware that their Jobcentre
Plus colleagues worked within a more target-oriented culture, and that other
aspects of clients’ experiences of PtW involved compulsory activity (imposed
through a sanctions regime administered by Jobcentre Plus). In line with other
studies, our interviewees acknowledged the more ‘directive’ approach of Job-
centre Plus advisers in relating to clients (Barnes and Hudson 2006). A very
small number of practitioners raised concerns around this clash of cultures,
and particularly that some clients might feel pressured (by Jobcentre Plus staff)
to attend the CMP. However, most, while not supporting the compulsion
imposed on clients in other aspects of PtW, were clear that CMP participants
were volunteers. More generally, there was an acceptance of the legislative,
funding and organizational constraints within which Jobcentre Plus colleagues
operated – a willingness to understand and respond to the motivations and
interests of partner organizations that is definitive of boundary spanning roles.
Part of the boundary spanning art of CMP practitioners was to accommodate
‘differences of working practices, cultures and terminology’ (Pittam et al. 2010:
702).
Previous studies have pointed to a number of barriers to effective
partnership-working between NHS organizations and other stakeholders
(such as Jobcentre Plus), linked to divergent organizational priorities, a lack of
clarity around roles and responsibilities, and problems in information-sharing
(Hunter et al. 2011). Our interviews found some points of tension in NHS-
Jobcentre Plus relationships, for example around how and when Personal
Capability Assessments (since replaced by Work Capability Assessments) were
conducted (see, also, Corden et al. 2005; Nice 2009). Delays in the completion
of these health assessments (carried out by a provider contracted by DWP to
decide eligibility for benefits) meant that some clients who had made initial
progress under the CMP were then judged fit for work and had their benefit
claims terminated. The stress and disruption caused saw many of these clients
fail to complete the CMP.
In a rural study district (where eight of our 52 practitioner interviews were
conducted), more general day-to-day partnership-working between Jobcentre
Plus and NHS staff had initially proved problematic, seemingly due to a lack
of communication between senior managers. Similar variations in the effec-
tiveness of PtW partnership-working have been reported by other studies. In
such cases, the solution was generally found in a strengthening of day-to-day
contacts between Jobcentre and NHS staff (Barnes and Hudson 2006), so that
Jobcentre Plus advisers developed ‘a clear idea of exactly what the programme
offered, which meant that they felt confident in “selling it” to customers’
(Dickens et al. 2004: 40). In most of our study areas, including the initially
problematic district discussed above, interviewees similarly pointed to the
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eventual benefits of proactive attempts to promote collaboration between
NHS and Jobcentre Plus staff.
Although CMP practitioners were willing to accommodate and acknowl-
edge the different working practices of Jobcentre Plus, they often did so by
stressing the importance of their own values and practice (which they saw as
distinctive, yet in some ways complementary, when placed alongside Jobcen-
tre Plus practice). Previous studies of the CMP in action have concluded that
partners on all sides (as well as service users) recognized the trust and cred-
ibility benefits brought by the involvement of NHS professionals (Pittam et al.
2010). CMP practitioners interviewed for this research consistently returned to
the theme of how their relationship with clients (and so their identity as an
NHS professional) was defined by values of confidentiality, credibility, clinical
expertise and professionalism, and trust:
I think people see your NHS badge and there’s that element of trust there – you’re
working with someone who’s professional and who has experience of working with
people with different health conditions. (CMP practitioner, occupational
therapy background, urban area, England)
I think it gives clients a lot of confidence that they’re seeing somebody who’s under the
NHS umbrella . . . ‘cause although we do a lot of work in the Jobcentre, it’s very
definitely seen as something different from that. So there’s that sort of relationship,
perhaps more of trust with a medical professional than somebody in DWP. (CMP
manager, occupational therapy background, urban area, Wales)
Previous research with PtW clients appears to confirm the importance of trust
and the credibility and integrity brought to the process by NHS professionals
– ‘it was important that they were able to trust the CMP practitioner and were
able to talk openly without fear of being pushed back into work . . . the
professional background of the CMP practitioner reassured customers that
the staff member had a thorough understanding of the customer’s health
condition’ (Warrender et al. 2009: 34). Individuals’ experiences will obviously
have varied, but in previous studies undertaken across CMP areas, clients
‘generally viewed CMP staff in a positive light’, especially valuing their
‘empathy’ and ‘listening skills’ (Warrender et al. 2009: 35) and their ability to
provide tailored support (Corden et al. 2005). As noted above, there is also a
substantial evidence base that the CMP delivered positive health outcomes
(Kellett et al. 2011). Where clients participating in PtW evaluations did raise
concerns, these tended to focus on the limited number of CMP sessions
available (Corden et al. 2005); or problems securing follow-up support after the
completion of CMP activities (Joyce et al. 2010).
‘Unlearning’ established practice and boundaries
Challenging and traversing established professional and organizational
boundaries appears to be a key feature of boundary spanning. The ability to
‘unlearn’ tightly defined professional roles and practices seems to be a key skill
of boundary spanners (Williams 2002, 2010). These themes were constant in
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our interviews with CMP practitioners. One of the most distinctive features of
the CMP was the manner in which it brought together occupational thera-
pists, physiotherapists, nurses and other health professionals, but required all
to adopt the new, generic role of condition management practitioner. Pro-
gramme managers, rather than NHS professionals themselves, defined the
CMP practitioner job – so those applying for positions had no choice but to
accept the generic nature of the role. But there was near universal support for
the role of generic CMP practitioner as offering an opportunity to bring
together, and combine the knowledge of, different professional groupings. It
was felt that a new, generic role was needed to develop and deliver the flexible
range of interventions that defined the CMP’s content. However, interviewees
also insisted that their generic practice was shaped by their professional skills
and knowledge. So while they were content to adopt a generic role, CMP
practitioners consistently drew upon long-established clinical expertise and
professional identities:
‘I think that, although I’m working as a generic practitioner at the moment, a lot of my
OT-specific skills are used on a daily basis. Things like holistic approach to work,
things such as assessment skills, picking up on cues from people . . .’ (CMP prac-
titioner, occupational therapy background, urban area, England)
‘I feel as if a lot of my skills are transferable . . . a lot of it’s an extension of what I
was doing before, but I can understand at work I’m a generic, I’m not working as a
psychiatric nurse. I suppose coming from where I was I don’t think of myself as a
psychiatric nurse anyway, I tend to work in a slightly ‘generic-y’, open-ended way
anyway. I try not to pigeonhole myself . . .’ (CMP practitioner, psychiatric
nursing background, rural area, Scotland)
Previous research with CMP practitioners has found similarly positive atti-
tudes to challenging established professional roles. Barnes and Hudson (2006:
22) spoke to CMP staff who (like our interviewees) valued the flexibility,
creativity and freedom that defined their work, and specifically ‘working
outside their “traditional” professional boundaries’. Some of our interviewees
who had moved from ward-based nursing roles spoke of a steep learning curve
in adapting to a less regimented environment; whereas occupational therapists
(and some physiotherapists with experience in community settings) were much
more familiar with the sort of independent practice that defined the CMP
practitioner role. However, even those more used to structured ward environ-
ments had generally grown to value the autonomy offered by the CMP.
Nevertheless, it has been suggested that boundary spanners can experience
‘considerable tension and ambiguity’ as a result of their generic roles (Williams
2010: 10). Williams (2010: 22) concludes that there must be a ‘substantive
content to collaborative exchanges that inevitably require technical knowl-
edge and understanding’, if boundary spanners are to add value – and see
themselves as adding value – to interdisciplinary initiatives. Our research
provides strong support for this argument. It again seemed that CMP staff felt
able to adopt generic roles precisely because they understood their new work as
remaining rooted in a sense of professional identity defined by clinical exper-
tise and trust.
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We also probed any concerns that boundary spanning roles could be seen
as ‘a career backwater, away from the mainstream’ of service provision
(Williams 2010: 31). A small number of interviewees – most often those with
a background in physiotherapy, which requires ‘hands on’ therapeutic skills
to be maintained – were concerned that they might lose touch with main-
stream career paths. However, most interviewees across all professional
groupings saw the CMP as an opportunity to add to existing skills. As noted
above, many took the view that partnership-working would become increas-
ingly prevalent in the public sector, and that their future careers would
inevitably involve inter-professional collaboration within similar targeted
programmes.
CMP practitioners also demonstrated a willingness to challenge ‘attitudes
and work practices within the NHS in relation to the management of long-
term conditions’ (Pittam et al. 2010: 704). As noted elsewhere, the CMP was
seen as a form of ‘de-medicalised’ self-help rather than ‘treatment’ as delivered
through the traditional ‘medical model’ (Lindsay and Dutton 2010). These
principles were broadly welcomed, and interviewees saw de-medicalisation as
embodied in the design of the CMP and their own practice. Previous evalua-
tions have similarly pointed to how the flexible, multi-intervention approach of
the CMP represented a journey into ‘waters previously uncharted by the NHS’
(Barnes and Hudson 2006: 27), as condition management practitioners cre-
atively navigated ‘boundaries around the CMPs’ new ways of working, in
particular around treatment versus self-management, and the combined
health and work focus’ (Pittam et al. 2010: 707).
Finally, the alternative kind of boundary spanning undertaken by health
professionals working with disadvantaged groups – focused on understanding
the service user’s perspective and providing holistic support (Farmer et al.
2003) – defined the work of many CMP practitioners. Interviewees dem-
onstrated an acute awareness of the social and family problems that compli-
cated the health and employability-related barriers faced by PtW clients:
complex and/or multiple caring roles; household and family problems related
to offending behaviour and/or addiction; and severe debt and poverty issues.
Accordingly, there was an awareness of the fundamental limitations of the
CMP’s interventions, an understanding of the need for complementary social
services, and a willingness to offer support and advice beyond the normal
duties of the health professional.
CMP practitioners, therefore, frequently spoke of their role as involving
the signposting of clients to a wide range of social and health services; and
helping clients to communicate their needs to Jobcentre Plus and other public
organizations. This support role seems to mirror the advocacy and represen-
tation function played by other boundary spanning health professionals
servicing disadvantaged or vulnerable communities (Farmer et al. 2003). A
sense of connection to disadvantaged communities was also prominent in our
discussions around the factors motivating CMP practitioners’ decisions to
join the programme (thus eschewing more traditional NHS career paths).
Interviewees consistently spoke of a wish to connect with ‘hard-to-reach’
clients and to offer high quality support to those communities and groups that
can sometimes see themselves as excluded from mainstream services:
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‘I think it was about having a cohort of the population and being able to spend time
with them, with people who it was difficult to make contact with, from a health
professional role.’ (CMP Team Leader, general nursing background, rural
area, Scotland)
Sometimes practitioners had direct experience of living in communities char-
acterized by high levels of poverty, ill health and worklessness, and were
motivated by the prospect of contributing to a programme that seemed to
target these problems. Many more had experience of working in disadvan-
taged communities. The manner in which ‘connecting with communities’ was
a key motivator for CMP practitioners, and an important activity and skill-set
that defined their work, suggests that they can be seen as boundary spanners,
providing a bridge between mainstream public services and potentially
excluded groups.
Discussion and Conclusions
While there is a substantial literature on partnership-working in health care
and other public policy fields, insufficient attention has been paid to the role
of boundary spanning frontline professionals in making partnerships work. This
article seeks to contribute to the emerging research agenda on these issues. It
has been argued that Jobcentre Plus-NHS partnerships developed under the
PtW initiative were defined by the way that ‘health policy makers and front-
line professionals worked beyond traditional boundaries to secure the best
outcomes for people with long-term health conditions’ (Pittam et al. 2010: 700).
Our work with NHS CMP practitioners seems to confirm that they played a
key role in facilitating effective multi-agency, inter-disciplinary partnerships.
Specifically, NHS professionals were able to demonstrate the boundary span-
ning skill-sets that are required to foster flexible and multi-agency approaches:
an ability to understand and engage with the values and interests of other
partners, in this case especially Jobcentre Plus; and a willingness to challenge
traditional ways of working, as reflected in their abandonment of established
clinical professional identities in favour of new generic roles, and their open-
ness to de-medicalised approaches to helping clients. These appear to be
distinctive skill-sets that are a specific requirement, and a defining character-
istic, of boundary spanning health professionals.
It is particularly interesting that our interviewees often linked their bound-
ary spanning flexibility to the maintenance of a distinctive professional identity
and organizational ethos. So CMP practitioners were able to construct a
generic role that was accepted by professionals from a range of disciplines, but
still saw their practice as informed by their own specific professional expertise.
They worked closely with Jobcentre Plus colleagues, and were able to under-
stand the practice and ethos of that organization, but seemed empowered to
engage across these organizational boundaries by a sense of assurance that
their own work would continue to be defined by distinctive ‘NHS values’ of
professionalism and trust. Finally, practitioners’ sense of empathy towards
disadvantaged groups and communities – and an acute awareness of how
health interacts with socio-economic context – allowed them to adopt the
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boundary spanning roles of advocate and adviser for people who may other-
wise have felt isolated from public services.
In terms of implications for policy, we have noted above that the NHS
CMP delivered positive clinical outcomes related to self-efficacy and psycho-
logical well-being. Significant improvements in job entries were not apparent
in the immediate term (NAO 2010), but then the CMP was focused on
achieving progression for those still some distance from being work-ready
(Warrender et al. 2009). There is insufficient evaluation data to identify a clear
relationship between boundary spanning professionals and partnerships and
health benefits, but many service users and other stakeholders appear to have
valued the flexibility, professionalism and ethos of care brought to PtW by
CMP practitioners.
It is important to note that the contribution of these NHS professionals was
facilitated by an organizational model that rejected moribund NPM gover-
nance arrangements in favour of a more flexible form of public sector
partnership-working. Our research, therefore, adds to the evidence that inter-
professional working is more effective where organizational structures and
institutional protocols are adapted to facilitate collaborative activities
(Cameron and Lloyd 2011). It may also be that the establishment of specific,
targeted (and relatively autonomous) partnership structures across the NHS
and Jobcentre Plus, based on an agreed analysis of a particular policy
problem, allowed professionals on both sides the space to develop innovative,
new ways of working.
Yet despite positive early experiences, and promises of a ‘holistic approach’
delivered ‘in partnership with the NHS’ (DWP 2006), in most parts of Britain
the PtW initiative was managed according to familiar NPM principles of
contracting out, targets, and resource allocation on the basis of over-simplistic
performance indicators. The vast majority of private sector providers which
led PtW in most districts excluded NHS organizations from condition man-
agement services. The 2010 Conservative-led administration has introduced a
successor to PtW that will continue contracting out ‘with private and volun-
tary providers rewarded on a payment-by-results basis’ (Conservative Party
2010: 15). Yet even the relevant ministers acknowledge that ‘there is no
conclusive evidence that the private sector outperforms the public sector on
current programmes’ (Freud 2007: 6) and evaluations of PtW identified the
failure of payment-by-results contracting to achieve better outcomes (NAO
2010). Policymakers would do well to consider the efficacy of contracting out
compared with alternative forms of funding and partnership-working before
committing to further privatization.
British policymakers only belatedly acknowledged the scale of the ‘IB
problem’, and that people trapped on these benefits may face a complex
combination of health and employability-related barriers to work. It is likely
that a mix of health and employability-oriented services will be required if
hard-to-reach IB clients are to make progress in well-being and then move
towards work. Future condition management services could benefit from the
boundary spanning skill-sets of NHS staff whose practice is rooted in an ethos
of professional integrity and expertise, but who have the ability to challenge
and transcend occupational and organizational boundaries. The model devel-
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oped under the Jobcentre Plus-NHS partnerships that formed part of PtW
may offer a useful starting point for the organization of new condition man-
agement services. It is a matter of grave concern that policymakers appear
reluctant to acknowledge the need for such holistic roles and services, and that
the current policy agenda fails to grasp the added value that boundary span-
ning health professionals can deliver within multi-agency partnerships.
Note
1. Throughout this article ‘IB’ and ‘IBs’ are used as generic terms to cover the main
‘incapacity benefits’ in Great Britain. Northern Ireland has similar, but indepen-
dently administered and delivered, health, welfare and employability policies, so for
the purposes of this article we restrict our analysis to Great Britain.
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